Editor's Perspectives – June 2012  by David Rosin, R.
at SciVerse ScienceDirect
International Journal of Surgery 10 (2012) 222–223
EDITORIALContents lists availableInternational Journal of Surgery
journal homepage: www.thei js .comEditorial
Editor’s Perspectives – June 2012How does one keep up to date with one’s surgical knowledge?
We probably all attend multiple meetings both within our own
institutions & outside. Within most hospitals there are audit meet-
ings, morbidity & mortality meetings, presentations, journal clubs,
ethics meetings & MDT (Multi Disciplinary Team) meetings. Exter-
nally there are meetings at our Colleges, Associations & Societies.
Other methods are examining, medico-legal work &, of course,
the internet or e-learning.
Naturally we all read journals too, but with the plethora of
medical journals, be they general or speciﬁc, none of us have
enough time in our busy lives to read everything. In fact it has
been estimated that to read all the articles in every journal just in
surgery it would take a whole year doing nothing else! So do we
read only those articles pertaining to our own special interests, or
do we “dip” into papers? Perhaps some read the abstracts, others
may just browse. Whatever is one’s modus operandi, there is no
doubt that one excellent method to keep up to date, is to read
a comprehensive review on a subject written by an acknowledged
expert or experts. In our 10th anniversary year we are trying to
ensure we publish as many of these types of reviews as possible.
In this edition we include 5 such reviews as well as papers on
original surgical research & also letters to the Editor. We end with
a discussion article on an Oncoplastic Training Centre.
Over three quarters of the articles in this edition come from the
United Kingdom. The ﬁrst from Worthing questions the need for
tackers to ﬁx the mesh during laparoscopic hernia repair. There is
a need for a multi-centre randomized controlled trial to validate
whether ﬁxation is necessary or not. The authors also believe there
is a separate need of a trial between TAPP & TEP laparoscopic hernia
mesh repairs to ﬁnd out which approach can preferably be adapted
in the case of non-ﬁxation of the mesh.
The next article is a best evidence topic on the use of thoraco-
scopic mobilization of the oesophagus during oesophagectomy. It
would appear to be a safe alternative to open resection with
comparable results in terms of overall short term morbidity &
mortality. There is probably less blood loss & a decreased hospital
stay without compromising lymph node clearance & oncological
value. However the authors state more studies are needed.
I enjoyed the article from Gloucester on Advanced endoscopic
imaging in Barrett’s oesophagus. Barrett’s oesophagus is a meta-
plastic condition with an inherent risk to progression to adenocar-
cinoma. It is essential to identify dysplastic changes in this
condition in order to individualize surveillance & treatment strate-
gies. There is a trend towards endoscopic resection by whole
segment ablation. However, endoscopic identiﬁcation of dysplastic
lesions is unreliable & subjective, making targeted therapy1743-9191/$ – see front matter  2012 Surgical Associates Ltd. Published by Elsevier Lt
doi:10.1016/j.ijsu.2012.05.004extremely difﬁcult. Random biopsies may miss dysplastic disease
& intra-mucosal carcinoma. The authors give a review of advanced
endoscopic imaging techniques & discuss their potential & clinical
implementation. There has been an increase in adenocarcinoma
of the oesophagus by 500% over the last 40 years with no improve-
ment in survival. They mention high resolution endoscopy, chemo-
endoscopy, narrow band imaging, acute ﬂuorescence imaging,
optical adherence tomography, confocal microscopy & elastic-
scattering spectroscopy.
Our next paper, although about sub-Saharan Africa, also comes
from the UK- from the Hospital of Tropical Diseases in London.
The authors have used 25 relevant articles from 9 sub-Saharan
countries. A single dose pre-operative antibiotic policy reduced,
sometimes dramatically, a surgical site infection. Alcohol based
hand rubs / hand washing further reduced the infection rate. It
was noted these did not appear on checklists.
Another best evidence topic comes from a multi-centre group
on the efﬁcacy of early laparoscopic cholecystectomy over delayed
surgery for acute cholecystitis. There are deﬁnite advantages with
decreased length of hospital stay & no increase in mortality or
morbidity. However, operating time increases. There is a need for
larger randomized control trials.
Turning to a research paper fromNorfolk, UK, we can read about
the use of Sentinel Lymph Node Biopsy (SLNB) to predict the need
for radiotherapy & therefore improve the choice for Immediate
Breast Reconstruction(IBR). They present a good algorithm for clin-
ical decision making for IBR in node negative patients. Although
a retrospective study it shows that patients with a positive SLN
are best offered a temporary sub-pectoral tissue expander for IBR.
The accuracy of clinical coding has always been suspected, not
because of the coders but what they are given to record. The study
from Dudley, UK, had a primary aim to asses the accuracy of clin-
ical coding in identifying negative appendicectomies, with
a secondary aim to analyse trends over time in the rate of simple
or complex(gangrenous or perforated) & negative appendicecto-
mies. Over 1,000 emergency appendicectomies were studied
over a 5 year period. Comparing histology reports with the clinical
coding, they discovered the negative appendicectomy rate was
higher than suspected & therefore question whether the National
Database is valid.
We include 2 letters concerning gall bladder perforation
following the previous article by Date et al which centre on the
Niemier classiﬁcation. Next is a paper from Italy entitled “The
Strange Case of Dr. Jekyll & Mr. Hyde which is really about
a proposed new training programme for pursuing an academic
career in surgery. They point out that in the USA 36% of surgicald. All rights reserved.
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sciences, before or during their residency training. They make
a plea for changes in the Italian system to include rigorous
tracking of scientiﬁc & research productivity, a change in selec-
tion of academic personnel & the establishments of high
productivity centres/research units. They conclude with 5
issues needed to produce academic surgeons-1) early exposure
to research, 2) the use of mentors, 3) development of career
pathways, 4) the role of personal/social factors & 5) the need
for a supporting role of junior faculty members. We all agree
that time spent in research is valuable from many different
aspects. What they have failed to address is the funding of
these posts & the reseach.
We conclude with the article written by authors from Brazil,
Italy & the USA about an Oncoplastic Training Unit (OTC) that has
been opened in Brazil. The ﬁrst cour5se included 12 breastsurgeons of whom only 27% at the start said they desired to carry
out oncoplastic procedures with or without a plastic surgeon. At
the end of the course >50% (7) could perform Urban procedures
at level 3 & all but one at level 2. They conclude that an OTC is useful
to train breast surgeons to perform these operations without the
assistance of a plastic surgeon.
We do hope you have found this edition stimulating & useful.
We hope it might entice you to write a review or carry out a best
evidence topic. What better way to learn more about a subject
that interests you.R. David Rosin
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